A recent X-ray examination of the lungs shows " Apices opaque and fibrosed. Peribronchial shadows present. Many small discrete calcareous patches suggesting old infiltration. Doubtful presence of recent infiltration." DISCUSSION. Sir STCLAIR THOMSON thought this wouldTprove to be tubercular; if it were his case he would treat it on that suspicion. He had a case in a medical man in whom tubercular disease began in his larynx, and he died of it, yet tubercle bacilli were never found in his sputum to the day of his death.
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Dr. W. HILL regarded the case as one of chronic lupus, of four years' standing.
Fixation of the Arytmnoids in a Case of Osteo-arthritis.
By ARTHUR J. HUTCHISON, M.B.
A LADY, aged 48, consulted me in August, 1919. She was crippled by arthritis, from which she had suffered for fifteen years. For the last eighteen months stridor was produced by very slight exertion and came on almost every night, and the voice varied from a hoarse whisper to a squeak. The arytaenoids were fixed close together, swollen and red; the cords left only a narrow elliptical opening during respiration, which was slightly narrowed during phonation. Pyorrhoea alveolaris was the only septic focus discovered. All her teeth (twelve) were extracted; thereafter improvement began. The arytenoids are now almost normal in appearance, separate about i in. during respiration, and approximate on phonation. Stridor has quite disappeared, and the voice is good except after over-use. She can easily walk a mile.
A Problem in Diagnosis: Division (?) of both Recurrent
Laryngeal Nerves; Bilateral Abductor Paralysis.
By DAN MCKENZIE, M.D.
THE patient is a woman, aged 44. She has had a* goitre for many years. At the age of 14 the right lobe of the thyroid was removed, and at the age of 40 the left lobe was removed. Immediately afters the second operation, indeed as soon as she recovered from the anwsthetic, stridulous breathing was observed, and it was so loud that it kept the other patients in the ward awake at night. This continued until two years ago, when a high tracheotomy was performed and a tube inserted. She is still wearing it, and, as laryngeal examination shows, for the reason that the vocal cords are in the position of adduction, their edges being in contact. With deep inspiration a very slight effort at abduction is made and a slight chink is evident between them. 4 There is no sign of any nervous disease. The appearance of the stridor immediately after operation proves that the injury to the second nerve must have been operative, and not due to post-operative cicatricial dragging. The problems raised by the case are obvious. Two explanations may be offered:-First, that the nerves were actually divided, the right at the first, the left at the second operation. If this is correct, then obviously complete recurrent laryngeal paralysis may leave the cords in adduction; needless to say such an explanation is unorthodox.
Secondly, that the nerves have not been divided, but have sustained injury at the operation short of actual division, with the result that the dilator fibres, being the more vulnerable, have lost conductivity, while the contractor fibres retain it.
But the explanation assumes that the same minor operative trauma overtook both nerves, first that on the right side, and secondly, twenty-six years later; that on the left. Rather a remarkable coincidence! Incidentally, the patient is anxious to be rid of her tube as she is a maid-servant and finds it hard to get a place. Would it be worth while removing the vocal cords under suspension, or should we wait in the hope that complete recurrent paralysis may supervene and remove the glottic obstruction ?
There is no need to add that the position of the cords is not due to the high tracheotomy, as the stridor was present two years before the tracheotomy was performed.
